Discussion
Three different descriptions have been applied to vascular lesions of the gastrointestinal tract in Turner's syndrome-namely haemangioma, telangiectasis, and venous ectasia.4 However, reviewing the way these lesions are described by various authors, the terminology seems to overlap greatly, and it may well be that there is one underlying abnormality-namely ectasia of capillaries, venules, and veins. Depending on the preponderance of these three findings, this abnormality may present as a variety of macroscopic appearances.
Diagnosis of this abnormality without resort to laparotomy may be difficult. Telangectasis has been reported as visible via the sigmoidoscope5 but this is unlikely to be helpful in patients such as ours with macroscopically visible ectasia only in the distribution of the superior mesenteric vessels. Laparoscopy or culdoscopy would seem to be the most helpful investigation. When referred here 3 months later his condition had improved so that he had only 15°loss of full extension and slight muscle wasting. One week later the right knee suddenly became swollen. At this time the knee had fixed flexion of 300, there was soft tissue swelling, and an effusion. No other joint was affected. General examination was normal and there was no evidence of cutaneous haemangiomata. The knee was aspirated and again this produced heavily bloodstained fluid. Once more investigations were normal with the ESR 5 mm/lst hour, haemoglobin 11 6 g/dl, white blood count 9 3 x 109/l, platelets 350 x 109/l, prothrombin time, KCCT, and thrombin time unremarkable. In view of the normal coagulation screen it was felt the most likely cause of the recurrent episodes of bleeding was a vascular abnormality in the knee. Arthrotomy was performed and a vascular tumour was found within the intercondylar notch. This was removed and was shown histologically to be a cavernous haemangioma. By the time he was discharged the range of movement was 0 to 900. At 6 months follow-up there had been no further swelling and clinically there was no evidence of soft tissue swelling, there was slight loss of full extension (about 30), but full flexion had returned and the child was functioning normally. Case 2. A white girl first developed painful swelling of the left knee associated with a minor injury at age 18 months. This settled, but was followed by episodes of painful swelling of the knee, occurring three or four times a year. On each occasion the swelling developed in only a few minutes and without preceding trauma. She was referred here when aged 5 because of an episode of persistent swelling for 2 months and a provisional diagnosis of juvenile chronic arthritis. Joint examination showed the only abnormality to be in the left knee where, in addition to soft tissue swelling, there was bony overgrowth associated with the left leg being 2 cm longer than the right. X-ray films of the knees showed enlargement and roughening of the epiphyses on the affected side (Figure) . There was no abnormality on general examination and in particular no evidence of cutaneous haemangiomata. Investigations showed that bleeding, clotting, and prothrombin times were normal; the synovial fluid aspirated from the knee was blood-stained and contained 5 g/100 ml (50 g/l)
protein. To soft tissue swelling, so at age 12 years an arthrotomy was performed which showed a haemangioma of the synovium lining the infrapatellar fat pad. The haemangioma was excised together with the synovium, which showed pronounced hypertrophy. The histology of the excised synovium suggested pigmented villonodular synovitis, but it was considered that this must be secondary to bleeding from the haemangioma. Postoperative mobilisation of the knee was slow, but at follow-up later the range of movement was 0 to 1200 and both legs were of the same length. There has been no recurrence of swelling in a 10-year follow-up period.
Synovial haemangioma is a rare condition; it generally affects the knee joint although it can occur at other sites. Pain, swelling, and limitation of movement are the most common presenting symptoms. In 75 % of cases these occur during childhood, often in the first 5 years of life. Histologically haemangiomata may be capillary, cavernous, mixed capillary and cavernous, or venous. Localised intra-articular haemangiomata may be sessile or pedunculated. The appearance of the synovium, both clinically and histologically, may resemble that of pigmented villonodular synovitis. Although the evidence from animal studies as well as the human models of haemophilia and synovial haemangiomata does not generally bear out the hypothesis that pigmented villonodular synovitis is due to recurrent intra-articular haemorrhage,6 3 cases of synovial haemangioma in childhood have been reported in which the synovium was histologically indistinguishable from pigmented villonodular synovitis.7 It is important that a search for haemangioma be made whenever a histological report of pigmented villonodular synovitis is obtained on a synovial biopsy in a child.
Synovial haemangiomata may be readily treated by surgical excision and this condition must be considered in the differential diagnosis of monarticular arthritis in childhood. 
